To the Editor, Malignant melanoma (MM) is a highly aggressive disease that originates from typical sites where the melanocytes can be usually found (skin, eyes, meninges, and anal region) (1, 2) . MM can attack any part of the gastrointestinal (GI) tract, and this event is mainly caused by metastatic spread from primary cutaneous lesions. However, there is a portion of GI melanomas without any documented evidence of a primary lesion in the skin or elsewhere, even after thorough examination. In such cases, involved organ of the digestive system is considered the primary site of MM (2,3).
A 71-year-old male presented with unexplained weight loss, upper abdominal discomfort and diffuse bone pain. His physical examination revealed pallor but no evidence of lympadenopathy or organomegaly. Initial laboratory studies showed a white blood cell count of 12100/mm 3 with 80% neutrophils. Hemoglobin level was 11 g/dL and platelet count was 384000/mm 3 . Serum alkaline phosphatase level (375 IU/L), lactate dehydrogenase level 483 IU/L) and gamma-glutamyltransferase level (232 IU/L) were significantly elevated. Tumor markers were all within normal values except for cancer antigen (CA) 125 which was 53 U/ml (normal range, 1-35 U/mL). A computed tomography (CT) scan of the abdomen showed multiple hepatic lesions highly suggestive of metastases, as well as an irregular mass at the left inguinal region. A CT scan of the lung revealed large right-sided pleural effusion with no evidence of metastases to the lung parenchyma. Therefore, we started to investigate the presence of a malignant disease in the patient. Upper gastrointestinal endoscopy revealed multiple pigmented and elevated mucosal lesions in the stomach (Figure 1) . A biopsy was performed and histological examination showed a solid mass with nests of cells with an epithelioid appearance and pigmented cytoplasm (Figure 2 ). Immunohistochemical evaluation revealed the neoplastic cells were positive for S-100, HMB-45 and Melan A, and negative for cytokeratin, epithelial membrane antigen and pan-cytokeratin. Ki-67 index was 70%. Cytological examination of pleural fluid also showed metastatic malignant melanoma. Opthalmologic, dermatologic and oral examinations were negative for other primary site of melanoma. He then received temozolomide 250 mg/m 2 orally for 5 days, every 4 weeks. However, he died after his second chemotherapy cycle because of progressive disease.
To establish the diagnosis of primary gastric melanoma, certain criteria have been suggested, including no history of concurrent or previous removal of a melanoma or atypical melanotic lesion from the skin or other organs, and lack of other organ involvement. Our patient exhibited these suggestive features, and the clinical picture and metastatic pattern of his disease was quite similar to that of primary gastric cancer. Therefore, we believed that the patient suffered from primary gastric MM.
The clinical course of the previously reported cases suggest that MM arising from the stomach may show a more aggressive behavior pattern and have a worse prognosis than cutaneous MM (3) (4) (5) . This poor prognosis is possibly related to the late diagnosis of the patients and early dissemination of the disease because of the rich blood and lymphatic supply of the stomach. Early-stage gastric melanomas can be successfully treated with gastrectomy without any adjuvant therapy (6) . Adjuvant radiotherapy and/or chemotherapy should be considered for patients with lymph node involvement to prevent early disease recurrence (7) . Patients with advanced disease probably will not derive any benefit from systemic chemotherapy, as in our case.
